Sir, Involvement of the viscera, including the kidneys, is not uncommon in the Klippel-Trenaunay syndrome (KTS) (haemangiectatic hypertrophy) but the occurrence of Wilms's tumour in KTS has not been described, although one child with bilateral nephroblastomatosis and KTS is known (Mankad et al., 1974) . We have recently observed an infant with KTS and bilateral Wilms's tumour.
The child presented from birth with typical signs of KTS (unilateral hypertrophy of the left ear, tonsil, labium majus, and lower extremity-especially the third toe-cutaneous haemangiomas on the trunk, subcutaneous haemangioma on the left thigh, hyperpigmentation at the right neck and arm). Psychomotor development was normal. At age one year, a left abdominal mass was found on routine examination. IVP showed an enlarged left kidney with distortion of the calyces. At laparatomy a nodular tumour originating from the left kidney was found and a nephrectomy performed. The right kidney showed small nodules which were biopsied. There was no evidence of metastasis at operation or in subsequent x-rays. The resected kidney measured 16 x 10 x 11 cm. The renal parenchyma was reduced to 8 mm thickness surrounding the tumour mass. Histologically glomerular and tubular differentiation and solid blastomatous structures were evident, consistent with Wilms's tumour. The biopsy of the right kidney showed similar lesions. Chemotherapy and radiation therapy were given. 12 months after nephrectomy the patient remains well.
Wilms's tumour has been reported in association with congenital hemihypertrophy, in the Beckwith-Wiedemann syndrome, and in association with aniridia.
Although We read with interest the study by Crome and Braithwaite (Archives, 1978, 53, 902) . We encountered a similar problem recently in a neonate affected by maternal clomipramine (Anafranil) in which the main problems were instability of body temperature and jitterness. The mother has been taking clomipramine, 25 mg three times a day for 18 months for depression, and this treatment continued unchanged throughout her normal pregnancy. The baby boy born at term had a birthweight of 3-14 kg, and a normal Apgar score, but at 12 hours he became dusky during feeding and had a rectal temperature of 35-4°C. His tendency to hypothermia was aggravated by feeding and handling, and persisted for 4 days. No biochemical or infective cause was found for this or for subsequent problems.
He became jittery on the 2nd day of life and this continued for 48 hours; perhaps this was the effect of drug withdrawal. Treatment with phenobarbitone (10 mg/kg per day) controlled this problem and may have induced the hepatic conjugating enzymes needed to metabolise clomipramine.
Plasma clomipramine levels in the baby were <20 ,ug/l on the 1st and 3rd days of life, but the corresponding levels of its active metabolite, chlordesipramine, were higher at 116 and 96 sug/l.
The baby made an uneventful recovery and was making normal developmental progress at ages 3 and 6 months.
The use of tricyclic antidepressant drugs in pregnancy has been linked with the birth of malformed infants (Barson, 1972; Idanpaan-Heikkila and Sax6n, 1973) , but little is recorded about the associated neonatal morbidity. Hypothermia has been noted as a side effect of clomipramine treatment in adults, but this was not found by Crome and Braithwaite in their review of tricyclic drug poisoning in older children.
The frequency of the use of antidepressant drugs in pregnancy is unknown, but they should be avoided if possible.
